. -
DEPARTMENT OF PUBLIC HEALTH AND \\‘ELFA M*‘

. Reglstrati DI ] N STATE FILE NUMBER
DO NOT WRITE g ara lon 3 rlcr o _____
ON THIS STUB AMENDED l_l_ |_J ULU u la oJ
1. PLACE OF DEATH 2. USUAI. RESIDENCE (W'here deceased lived. If institulion: Residence before

. COUNTY °
3 Lafaye tte X a. STATEM].SSO'LLI‘ i b. COUNTY admission)
b. Cél;f {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b [X COIT‘I’ Inuide Limirs
. R
TOWN Lexington jowN  Independence Yes [ No O
¢, FULL NAME OF { n _hospital, location) Inside Limirs d. STREET (If ounside, give location) Reride on Farm
RS

HOSPITAL OR ee miles ADDRE 1 )
INSTTUTION 054 of Lexington -Yesﬂ No -5é203-2— Harris Yo O NSO

3. NAME OF DECEASED First Middle Last 4, DATE Month Day Year

{Type or print) B OF
Nellie Irene Utt - pea™ Degcamber 18 1963
5. SEX 6. COLOR OR RACE 7. Married [] Never Married [J 18, DATE OF BIRTH 9. AGE (last birthday) |1F UNDER 1 YEAR | IF UNDER 24 HR
Female White Widowed Divorced PL RGCT E 48 Months { Days [ Hours ‘[ Min,
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY

F‘I rqE" of working I"{Q' ewven |f retired) .'Baker,v' Hodge MlSSOUI‘i U. S. A.

VS 300
Rev. 4/59

DATE AMENDED

oDy wWo
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Wm Ragsdale Katie Rice Hone
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 14. SOCIAL SECURITY NO. 17. INFORMANT Address
(Yes, nuNpr unknown) | (H yes, give war or dater of 1ervice}
=]

William Utt Tndevendence, Mo '
18. CAUSE OF DEATH (Enter only one cause per line for {a), (b), and {c). iNTERVAL BETWEEN
PART L. DEATH WAS CAUSED OINSET AND DEATH

IMMEDIATE CAUSE {a) F)’ M /:V-M’%“"‘" ItAdore Mz_\

Conditions, i sy,]  DUE 10 (b) M: W Vo' /lf‘_ lhe /AL

which gave rise to
above cause (a),
stating the under-
lying cause lasi. DUE TO {£)

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but naot related 1o the terminal PART NI, if decessed was famale wes
disease condition given in PART | (a) there a pregnancy in last 90 days.

-
r4
w
=
=
[
o
o

19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE HOMICIDE 201:\ DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or PART 1) of item 1B.}
O

Wl o W0 P Tans i o ndls s
20c. TIME OF Hour Month, Day, Year
INJURY 5oy - eid 0#' M

70d. INJURY OCCURRED 20e. PLACE OF INJURY (0.g., in or sbout home, | 201 ~ TOWN, OR _LOCATION COUNTY STATE
WHILE AT WORK [J farm, factory, sirget, office bidg., atc} B W
NOT WHILE AT WORK [ ﬂ o.,! MM

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

L4 " her i
21, | arended the deceased fro to. and st sew Lo slive on
Death occurred at l:- -,/ F JJ r_P m on the date stated above, and to the best of my knoufledge, from the cauvses stated.

. DATE SIGNED
22a, SIGNATUR (Deg tizla} 22b. RE 22¢

DI prden P g, Ly 2~/p. 03
23a. BURIAL, CREMATION, | 23b. DATE ES:. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, of county]) [STare)

ﬁi?;;{;fpwm 12-21-63 exington Memory Gardens Lexington, Mo,

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. [26. REGISTRAR'S SIGNATURE

Vaughn-Walker Lexington Missouri| /2 ~3¢ -£.3

{Licensad Embalmer’s Statemant on Reverse Sida)

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby_certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

PO 3 st
or by . r% a4 /'é/"/ ",/7@ L /Ul QA Student Embalmer No._LZL__
working under my personal sbpérvision. / / v
' - ) ' 4 AULH et~
) 5 . £ Signed I/éJ/MT\_f/\- - W %

Licensed Embalmer No. &/S'_k?
P. O. Addressm ZW\/ W

THE LICENSED EMBALMER in his OWN HANDWRmN%lure .to comply

3
;:
3
|
Q

Note: The above MUST BE SIGNED BY

with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shal! sign in his OWN handwriting.

If this body, is not embalmed, fact should be so stated above.




